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Mr. H. P. WINSBURY-WHITE: Up to the present the results from radium implantation do not encourage us to feel that this method of treatment of carcinoma of the prostate is going to be a success. Suprapubic cystotomy is the only operative procedure from which I have personally known any benefit to be obtained, and this benefit is, of course, only of a palliative nature. [March 22, 1934.] Injury to Bladder caused by in-dwelling Gum-Elastic Catheter.
W. J., aged 52. History of frequency and dysuria. Cystoscopy and urethroscopy revealed the presence of a prostatic bar. Endoscopic resection was performed, three large pieces being removed. Three days later patient complained of hypogastric pain, and there was cdema of the penis and scrotum. Next day the bladder was opened for drainage. There were no clots present, but there was sanious fluid in the cave of Retzius. No improvement followed; the patient began to hiccough, had irregular action of the bowels, occasionally vomited after meals, and died four days later. Post-mortem report.-The peritoneal cavity contained a large quantity of purulent fluid. The small intestine was adherent to the roof of the bladder, which was perforated. There was a large necrotic area, as shown in the specimen. This was presumably a pressure necrosis caused by the in-dwelling, hard, gum-elastic catheter. There was no sign of any inflammatory reaction around the prostate. An Inflatable Intestinal Bag as an Addition to the Technique of Uretero-Colostomy By JOHN EVERIDGE, F.R.C.S. ONE difficulty of the Coffey operations is that associated with the formation of the submucous bed for the ureter. A neat incision on an unsupported surface is not easy, and here is especially so, on account of the rugosity and vascularity of the bowel wall. By introducing a rubber bag through the sigmoidoscope previous to opening the abdomen, certain advantages may be claimed. The bag, after introduction, is distended with air or fluid with a syringe through its long filling tube. The sigmoidoscope and introducer are then removed. When the abdomen is opened the section of bowel for the anastomosis is rendered obvious; and, having prepared the ureter, the bowel wall is incised upon the distended bag, which will have been previously manipulated into the desired position. If Coffey No. 1 is proceeded with, the stitch drawing on the ureter is easily insinuated between the bag and the bowel wall, and fixed in the usual place, one inch below the anastomosis. The bag is then allowed to collapse, and the implacement and fixation of the ureter by sutures is carried out in the usual way. If Coffey No. 2 is being performed, the needle threaded to the stitch attached to the catheter transfixes a tiny knuckle of collapsed bag drawn up through the stoma. An assistant then exerts traction on the filler tube and so draws out the catheter, and the ureter is thus brought naturally into its bed.
It has been found that in addition to facility for formation of the bed, the size of the stoma may be more accurately controlled. The degree of bowel distension produced by the bag renders the operative field, and especially the region of the stoma, less liable to contamination, since fieces (from imperfect preparation) are displaced, free mucus in the bowel is kept away and the mucous coat is squeezed and flattened out. A bowel clamp, usually employed, is unnecessary in this technique.
